Dr. GUTHRIE, in reply, said he had not regarded the case as due solely to vasomotor spasm extending up to the axillary artery. He thought it was parallel with the conditions often seen in women at the climacteric, one bordering on Raynaud's disease, in which the peripheral vessels were affected by spasm. He also thought there was arteritis, the combination leading to thrombosis, extending to the axillary artery on both sides. Cases of obliterative arteritis in the lower extremities attended by "intermittent claudication" were analogous.
If the condition were due to pressure above the axillary, he could hardly believe that pulsation in the axillary artery would be so pronounced as it always had been.
Functional Trismus.
By LEONARD GUTHRIE, M.D. G. A. L., MALE, aged 32, admitted complaining of stiffness in neck and inability to, open mouth. Ill four years. First thing noted was a hoemorrhage from lungs; he went to a convalescent home and got better, but as he did so noted a tightness across his chest; his legs began to shake as he walked and he stooped over. First noticed inability to open mouth two and a half years ago; with this came marked stiffness of neck.
On examination, patient is a moderately nourished man. The right side of his head is drawn towards the right shoulder, whilst his face is turned upwards to the left; the muscles of the neck are in a state of contraction; the mouth is tightly closed and he speaks through his teeth; the head is bent and the general attitude is a stooping one; the arin movements are stiff and awkward. He is reacting markedly to treatment by faradism. 
DISCUSSION.
Dr. FARQUHAR BUZZARD said a man came into hospital under his care with fifth and eighth nerve symptoms, and the question arose whether it was tumour at the base of the brain or one of the base of the skull itself. It occurred to him, as a result of that case as well as of another he had had, that one point of importance in diagnosis was the affection of the motor fifth as compared with that of the sensory fifth. It was uncommon to find the motor fifth early affected with intracranial tumours; sensory symptoms were more common, whereas in tumours involving the base of the skull, beginning in the sphenoid, the motor fifth was frequently markedly affected, even before there was much sensory loss. Certainly two cases of that kind, in which there had been disease at the base of the skull, and which had come to post-mortem examination, had not been syphilitic in origin.
Dr. CARMALT JONES, in reply, said there was no change in the reflexes; the abdominal reflex was brisk down to the lower part of the abdomen; the knee-jerks were brisk and equal, and ankle-jerks also. There was no clonus, and the plantar response was flexor on each side. The aural surgeon really said there was double nerve deafness, but he did not refer that to the patient's occupation, stating that in his experience the deafness due to trade was symmetrical, and it was unusual to get one side so much more affected than the other, as in this case. That surgeon told him of a case which was operated upon, and finally came to the post-mortem room, and in which there was a tumour of the eighth nerve. In that case there was just that condition of double nerve deafness increased on the side of the lesion, but there were signs of involvement of the pons which were not present in the case now shown.
